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Abstract: 
The ability to work across disciplinary lines is integral to the future success of public health 
leaders. As the landscape of public health continues to evolve and federal, state and local 
agencies focus more on prevention and population based interventions, the Health Impact 
Assessment (HIA) process will gain wider acceptance as an innovative multidisciplinary tool for 
public health leaders. With roots in Environmental Impact Assessment(EIA), HIA aims to 
inform the public and decision makers about programs, plans, projects and policies that have 
the potential to significantly impact human health through the ethical use of evidence and a 
comprehensive approach to health(North American HIA Practice Standards Working Group, 
2010). This study will review the history of Health Impact Assessments, how they are currently 
being implemented in the United States, the possible use of HIA to analyze the potential health 
implications of a proposed Medical Respite Facility for the homeless community in Durham, 
North Carolina and the integral part public health educators and leaders should play in the 
continued development and refinement of the HIA process. Leadership in Public Health 
requires the ability to work with multiple stakeholders in implementing successful public health 
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interventions. HIA provides an innovative mechanism that public health leaders can utilize to 
take a health in all polices approach by including a focus on social determinants of health and 
health disparities within those policies influencing housing, employment, transportation, 
agriculture and many other sectors that in turn affect the overall health of a community. 
An Introduction to Health Impact Assessment: 
Definition: 
Health Impact Assessment (HIA) is a process that can be used to incorporate an evidence-based 
examination of the potential health implications of a decision. The International Association of 
Impact Assessments defines HIA as a "combination of procedures, methods and tools that 
systematically judges the potential, and sometimes unintended, effects of a policy, plan, 
program or project on the health of a population and the distribution of those effects within 
the population. " HIA assists in identifying appropriate actions and interventions to address and 
manage those effects (North American HIA Practice Standards Working Group, 2010). The 
basic concepts of HIA are not new and can be seen as a development of public health practice 
since the Victorian times aimed at creating health public policy. It builds on existing methods 
such as policy appraisal, health consultation, advocacy, community design and development, 
evidence based health care and environmental health assessment (Lock, 2000). 
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Origins: 
HIA originated in Europe and the use of HIA has grown rapidly in a number of countries in 
recent years shifting from the margins of population health and impact assessment to become 
a credible and established approach for assessing the impact of plans, programs and policies on 
health and well-being (Harris-Roxas & Harris, 2011). Three major paradigms have d to develop 
the current HIA model: 
• Environmental Health 
• A social view of health 
• Health equity 
The environmental health approach to HIA traces its roots back several hundred years to 
the origins of public health as a discipline. It is concerned with those aspects of the physical 
environment that can influence human health and gains in environmental health account 
for the majority of the decrease in mortality over the past century. 
Over the past 40 years, there has been an increasing recognition of the role that social, as 
well as physical, environments play in determining health. Increasingly, this social view of 
health has seized upon HIA as a practical mechanism for promoting improved health 
outcomes. An HIA conducted with a social view of health facilitates organizational 
partnerships and learning. Lastly, health equity has emerged as a specific issue of 
disciplinary and policy concern in the past 30 years. Health equity is concerned with 
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reducing preventable and avoidable differences in health outcomes for individuals and 
specific groups. These three origins have converged in the past 20 years to create the 
current field of HIA. Given the differences in origins it is not surprising that there is 
disagreement about why, how and when HIAs should be conducted (Harris-Roxas & Harris, 
2011). 
Principles and Values of Health Impact Assessment: 
• Democracy- emphasizing the right of people to participate in the formulation and 
decisions of proposals that affect their lives, both directly and indirectly and through 
elected decision-makers. 
• Equity- emphasizing the desire to reduce inequity that results from avoidable 
differences in the health determinants and/or health status within and between 
different population groups. 
• Sustainable development- emphasizing that development meets the needs of the 
present generation without compromising the ability of future generations to meet 
their own needs 
• Ethical use of evidence- emphasizing that transparent and rigorous processes are 
used to synthesize and interpret the evidence, that the best available evidence from 
different disciplines and methodologies is utilized, that all evidence is valued, and 
that recommendations are developed impartially. 
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• Comprehensive approach to health- emphasizing that physical, mental and social 
well-being is determined by a broad range of factors from all sectors of society 
(known as the wider determinants of health). 
From the International Association of Impact Assessment (Quigley et al., 2006). 
Benefits and Challenges: 
A growing body of evidence indicates that factors outside the traditional health field affect 
public health and many now recognize and accept that substantial improvements in public 
health will occur only when health considerations become part of projects, programs and policy 
(North American HIA Practice Standards Working Group, 2010). Health Impact Assessments 
provide an innovative and comprehensive tool that can help decision makers identify both the 
intended and unintended effects these projects, programs and policies can have on population 
health. There are both benefits and drawbacks to the HIA process which should be thoughtfully 
reviewed to determine best steps forward. 
Benefits of HIA: 
• Enhances the training of health professionals, policy makers, policy analysts and 
affected communities through structured discussions about the public health 
implications of proposed activities 
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• Encourages interdisciplinary work by health professionals, policy makers and analysts, 
community planners, leaders, healthcare providers and community members. 
• Supports creation of advocate-academic-policy initiatives to spur informed action to 
promote health and reduce health disparities within and across diverse populations 
• Improves the environmental impact statement(EIS) development process by 
encouraging (a)inclusion of health impacts on human populations as part of the EIS (b) 
public input at the beginning of the process rather than the end and (c) follow up 
assessment of the predictions of EIS 
• Increases awareness of the need for transparency and accountability in the policy 
making process and of governmental action/inaction in addressing issues identified 
through HIA 
Challenges of HIA: 
• Lack of clarity regarding the criteria for initiating, conducting and completing HIA, 
including rules pertaining to decision making, enforcement, and compliance 
• Who determines who will be involved in the HIA process? What procedures are in place 
to choose members of the affected populations, diverse academic and professional 
disciplines, policy makers/analysts, and other relevant participants? Who defines 
"affected populations"? Is the HIA led by a neutral party without a direct interest in the 
outcome? 
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• Timing for HIA is difficult to define and complexities of conceptualizing and measuring 
health determinants and outcomes at multiple levels in relation to multiple pathways 
should not be underestimated 
• HIA may inadvertently imply that health is the key arbiter of all policy decisions, rather 
than promote the recognition that health is one of the many outcomes meriting policy 
attention 
• HIA may become mired in bureaucracy rather than a catalyst to engage affected 
populations, academics, and policy makers/analysts in a genuine participatory process 
of strategic planning to improve population health and reduce health disparities 
• High costs and lack of funding 
(Krieger et al., 2003) 
The International Development of the HIA Process: 
Beginning in the early 1990's, emerging literature on HIA- chiefly written by and for public 
health professionals and advocates in the United Kingdom, Canada and Europe- began to 
articulate why and how HIA should be carried out (Krieger et al., 2003). In 1999, the World 
Health Organization (WHO) Regional office for Europe published the Gothenburg Consensus 
Paper (GCP), establishing a general framework for HIA based upon a social model of health and 
the values of democracy, equity and sustainability. The GCP was the first universally accepted 
definition of HIA. Throughout Europe, HIA is regarded as a key means of measuring the impacts 
of policy on health determinants and fulfilling European Union (EU) treaty obligations. Sweden 
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and the Netherlands were the first EU Member States to experiment with policy-linked 
HIA(Wright, Parry, & Scully, 2005). In England, an act of Parliament stipulates that all strategies 
passed by the mayor of London must reduce health disparities in London, placing HIA firmly 
within the policy process. 
In addition to HIA being adopted by both the World Health Organization (WHO) and the United 
Kingdom National Health Services(NHS), HIA has been used in several countries with varied 
levels of success. In Canada, HIA has been institutionalized as part of the Environmental Impact 
Assessment (EIA) at the level of being applied to individual projects. Health Canada reasons 
that HIA should be included within project level EIA because decision-makers require 
information on economic issues, health and environmental effects concurrently and believe 
that developing new frameworks or procedures may not be cost-effective (Wright et al., 2005). 
However, in Canada, health and environmental regulations fall under provincial jurisdiction and 
two provinces, British Columbia and Quebec have formalized HIA as a component of policy-
making, resulting in the two provinces having very different experiences than the country as a 
whole. British Columbia initially proposed HIA of all Government projects, programs and laws, 
but after several years and continued lack of support HIA is no longer seen as mandatory. 
Quebec had a different experience with HIA being included in the 2001 Public Health Act, 
requiring all government ministries and agencies to ensure that legislative provisions do not 
adversely affect the health of the population. Because this Act focused on the processes by 
which the government would request assistance in health issues, it helped to ensure that 
government departments would request health input when writing policy. Overall, Canada has 
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some of the most extensive and successful experiences of including HIA in EIA and of analyzing 
and improving HIA practice (North American HIA Practice Standards Working Group, 2010). 
Australia, like Canada, supports the inclusion of HIA within the framework of the EIA process. 
In New Zealand, HIA became part of the EIA process in 1991, but they are currently expanding 
the evidence base for linking policy and health inequities, with a view toward institutionalizing 
HIA as an independent process (Wright et al., 2005). 
Institutionalization of HIA: 
The institutionalization of HIA is defined as the systematic integration of HIA in the decision-
making process resulting in a permanent demand for HIA use. There are different degrees to 
which HIA can be institutionalized such as a social norm, formalized as a policy process, 
voluntary, mandated or undertaken as a social responsibility. (WHO, 2013) Although HIA has 
been institutionalized in a number of countries, there has been no systematic implementation 
or regulation and HIA remains primarily a voluntary process. 
Several countries have integrated the HIA process into an EIA (Environmental Impact 
Assessment) or SEA (Strategic Environment Assessment), including the United States, but few 
have done so at the federal or regulatory level. EIA focuses at the level of individual projects 
and SEA takes a more strategic overview of broad high-level decisions required to develop and 
implement policy (Wright et al., 2005). It has become common practice within the EU to 
incorporate HIA into either the EIA or SEA process because HIA is regarded as a key means for 
measuring the impacts of policy on health determinants and fulfilling EU treaty obligations 
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(Wright et al., 2005). Although this does guarantee that health impacts will be included in the 
process it is by no means a perfect solution As seen in many of the EU countries, even with the 
inclusion of HIA, considerations of health impacts on the population are often overlooked, left 
out completely or not included in the final decision. It is for this reason that incorporation of 
HIA into other forms of assessment has been traditionally resisted for fear of losing its focus on 
health issues to environmental concerns and compromising its social model of health with the 
introduction of biophysical indicators (Wright et al., 2005). 
Public Health Perspectives and HIA in the United States 
A New Emergence of Public Health Perspectives and Policy: 
In recent decades, awareness that community design, land use, transportation, and other 
environmental and social factors affect the health of the public has increased. An HIA can be 
used to improve communication between local health departments and community decision 
makers, enabling them to consider improved designs which favor health promotion and 
minimize adverse effects on health (Dannenberg et al., 2006) . HIA aims to expand evaluation 
of policy and programs in all sectors, both public and private, to include an examination of their 
impact on population level health outcomes. The focus is the potential health consequences of 
a myriad of public and private sector activities primarily concerned with commerce, housing, 
transportation, labor, energy, education, etc and their implications for meeting official targets 
for improving population health and reducing social disparities in health. HIA challenges 
- 10 - 
traditional disciplinary boundaries by asking for the broadest possible evaluation of potential 
health impacts well beyond the traditional purview of public health (Krieger et al., 2003). 
Relevance to Health Public Policy: 
The systematic assessment of health consequences of policy, program, project and planning 
decisions is of major importance for protecting and promoting public health because it allows 
decision-makers to consider the health impacts along with other factors. This is especially 
relevant to addressing health disparities associated with socioeconomic status (SES), race or 
ethnicity. These health disparities are becoming more pronounced and persistent and do not 
appear to be declining despite major medical advances in recent years (North American HIA 
Practice Standards Working Group, 2010). Addressing health disparities and assessing the 
health consequences of policies, plans, projects and programs is a challenge that will require an 
interdisciplinary approach. Tackling health disparities and achieving true health equity will only 
come through leadership: societal, organizational and individual. Although that leadership will 
start from an impetus of science it will ultimately require collaboration through innovative 
social strategy, political will and interpersonal skills, the foundation of public health leadership 
(Koh & Jacobson, 2009). HIA provides public health leaders with an innovative, 
multidisciplinary tool that will foster this type of collaboration. 
The Evolution of Health Impact Assessment in the United States: 
HIA was first applied in the United States in 1999 to examine a proposed policy to increase the 
minimum wage for San Francisco contractors and leaseholders. The HIA contributed to the 
passage of an ordinance and an increase in the minimum wage (Bhatia & Katz, 2001). The 
early use of HIA by a government agency was focused on the integration of public health 
agency expertise into land use planning decisions in the San Francisco Bay area (North 
American HIA Practice Standards Working Group, 2010). After the initiation of HIA in California, 
its use began spreading to other parts of the country either as an independent practice with 
some expansion of the breadth of policy sectors or as an enhancement of the health analysis 
conducted in the state and federal systems of EIA. There are currently numerous examples of 
the use of HIA in the United States in a wide variety of agencies at the local, state and national 
levels. 
HIA Distribution by State in the US- See Appendix A: 
US Environmental Policy Act of 1969: 
For the past 4 decades, the Environmental Impact Statement (EIS) process has been used to 
assess the effects of major projects and polices funded by the federal government. Created 
under the National Environmental Policy Act of 1969(NEPA), EISs do not determine policy but 
rather assure that stakeholders are made aware of unintended environmental impacts as part 
of the decision making process (Collins & Koplan, 2009). NEPA came into existence in response 
to the 1969 Santa Barbara oil spill which resulted in an increased appreciation for the 
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environment and growing concerns about ecological and wild-life well-being. The preamble of 
NEPA reads: 
"To declare national policy which will encourage productive and enjoyable harmony 
between man and his environment; to promote efforts which will prevent or eliminate 
damage to the environment and biosphere and stimulate the health and welfare of 
man; to enrich the understanding of the ecological systems and natural resources 
important to the Nation..." (Yannacone Jr, 1970) 
A natural extension of this work is the use of an HIA to examine the effects that policies, 
programs or projects may have on the health of a population. US environmental policy 
explicitly requires the examination of health effects as part of NEPA yet many EISs include 
minimal examination of the health effects on the population (Collins & Koplan, 2009). 
Examples of HIA Use in the United States: 
Since the introduction of HIA in the United States in 1999, more than 220 HIA have been 
conducted or are currently in process. California has led the way in HIA within the United 
States, but more than half of the states in the US have initiated or completed an HIA. The 
following is an outline of three HIA's from California, Alaska and North Carolina. 
San Francisco: 
The San Francisco Department of Public Health completed an HIA which has become a model of 
a local public health agency effectively engaging in land use policy as a health promotion 
strategy. The Eastern Neighborhoods Community Health Impact Assessment (ENCHIA) 
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evaluated the potential positive and negative health impacts of land use development in the 
San Francisco Bay area. Many of the stakeholders in these neighborhoods viewed the 
community planning process as primarily focusing on rezoning historically industrial lands for 
new residential uses, and as not being responsive to concerns of affordable housing, residential 
and job displacement, gentrification, public safety and inadequate open space. The San 
Francisco Department of Health conducted an HIA in 2003 to formally articulate the expected 
social and health impacts of the re-zoning (Farhang et al., 2008) . Because of the lack of 
precedence for conducting HIA, those involved in the process had to take a "learn as they go" 
approach and adapt as needed. Ultimately, this process resulted in a new comprehensive 
approach to evaluate all city development plans and projects prospectively for social and health 
equity implications. 
Alaska: 
Another example of a successful HIA in the United States was the first HIA for proposed oil and 
gas development within the National Petroleum Reserve in Alaska's North Slope region. This 
HIA was conducted in response to growing concerns among North Slope Inupiat communities 
regarding the potential impacts of regional industrial expansion on their health and culture. 
What makes this HIA especially noteworthy is that it was the first formal effort to undertake an 
HIA within the legal framework of the National Environmental Policy Act (NEPA), the statute 
that established the Environmental Impact Statement (EIS) process and which forms the 
foundation of the environmental regulation in the U.S. (Wernham, 2007) The Inupiat 
community represents an indigenous population in Alaska that was extremely concerned about 
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how the continued development and industrialization of their environment would affect their 
way of life and their health. By relying heavily on community participation, the HIA engendered 
cooperation and unity resulting in discussions about issues of health which transcended 
political divisions. This HIA also provided a strong argument in favor of integrating the HIA/EIS 
process for addressing environmental and social determinants of health (Wernham, 2007). 
Davidson, North Carolina: 
In September of 2011, the Town of Davidson, North Carolina received a grant from the 
Centers for Disease Control and Prevention: Healthy Community Design Initiative to conduct 9 
HIAs and to train others in conducting HIAs. This grant, which required no direct costs to the 
town, enabled Davidson to hire a Davidson Design for Life Coordinator to conduct these HIAs 
and promote healthy community design. The grant was highly competitive and ranked Davidson 
equal to the public health departments in Oregon, Massachusetts, San Francisco, Baltimore and 
Douglas County Nebraska. Katherine Hebert, the DD4L Coordinator since December 2011, has 
led multiple HIAs, trained other professionals in HIA, published regionally and nationally, and 
presented to national audiences on the subject of HIA and health community design. She was 
also the driving force behind the 2013 Southeast Regional HIA Summit which was held in 
Davidson last summer and is scheduled to take place again this summer. 
The following are HIA's that Davidson has completed or have in process: 
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• Senate Bill 731(Zoning Design/Aesthetic Controls) The HIA on SB 731, legislation 
proposed in the North Carolina General Assembly that would limit a municipality's 
authority to apply particular design standards to single-family developments, broadened 
the conversation surrounding the bill from one solely about municipal and state 
sovereignty to concerns about the pedestrian realm, social cohesion, and the physical 
and mental health of North Carolina's citizens. The HIA also increased awareness of the 
connections between the built environment and public health among Davidson's Town 
Board and citizenry, the leadership of surrounding communities, the North Carolina 
Chapter of the American Planning Association, and members of the North Carolina 
League of Municipalities. A local resolution including health language was passed by the 
Town of Davidson against SB 731 and ultimately the bill did not pass that legislative 
session. However, similar bills have been introduced into the current session (HB 150 
and SB 139) and the general issue of municipal authority surrounding neighborhood and 
housing design remains an active political topic in North Carolina. 
• Davidson Street Design Standards- This HIA included a review of the existing design 
standards and recommendations for strengthening the current policy language to 
increase the health benefits for all users (pedestrians, bicyclists, transit users, and 
drivers). The findings of this HIA are being incorporated into the Davidson Planning 
Ordinance which is currently being rewritten and should be passed in the 2014-2015 
fiscal year. Once the ordinance is accepted, then the new street design standards will be 
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put in place, and as new roads are built and existing roads are resurfaced or improved 
upon these standards will be implemented. 
• Red Line Commuter Rail - The HIA on the Red Line Regional Commuter Rail, a project 
that would convert an existing freight rail line owned by Norfolk Southern to a heavy-rail 
commuter and freight line from Charlotte to Mooresville, was prepared for the Red Line 
Taskforce in 2012. The overall project has been delayed greatly due to negotiations with 
Norfolk Southern and the North Carolina Department of Transportation so the findings 
of the HIA have not been presented to the taskforce and the results have not been 
widely distributed. However, the HIA was posted on the DD4L website and has been 
used as an example within the health chapter of the long-range transportation plan for 
the Charlotte Regional Transportation Planning Agency. 
• Food System Planning- This HIA will examine the existing food environment in Davidson 
on the basis of providing healthy, fresh, local, and affordable food. At the conclusion of 
the HIA, recommendations will be developed for partnering stakeholders and the 
Davidson Board of Commissioners including ways to increase access to local, healthy 
foods such as supporting community gardens, and ways to increase consumption of 
fresh fruits and vegetables by particular subgroups of our population, such as children 
and low-income individuals 
• Park, Recreation and Public Spaces Plan- This HIA was completed prior to the master 
planning process being started and is helping those leading the planning effort shape 
the discussion around the seven dimensions of health and wellness (physical, 
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intellectual, emotional, social, occupational, spiritual, and environmental). The HIA 
described each dimension, linked the dimension to parks, recreation, and public space, 
suggested indicators for tracking progress on the element, and made recommendations 
for increasing the positive health implications of Davidson's parks, recreation, and public 
spaces. So far the impact has been a very different way of planning parks and public 
spaces to include framing the plan around health and wellness and going beyond the 
typical park standards by population size to tracking expected health outcomes. 
• Universal Design in Housing- This HIA analyzed the possible health implications of 
incorporating the elements of "visit-ability" (bathroom on the main floor, a zero-step 
entry into the house, reinforced bathroom walls, and hallways and doorways wide 
enough for a wheelchair) into the ordinances and building codes affecting single family 
homes and townhomes in Davidson. So far, language regarding a zero-step entry has 
been drafted into the planning ordinance rewrite for the Town of Davidson and a series 
of educational brochures on universal design has been created. Additional education is 
needed to: increase voluntary incorporation of universal design features into new 
development and retrofitted homes; and to encourage additional building code 
revisions at the county and state level to incorporate design criteria to include wider 
doorways and hallways, reinforced bathroom walls, and requiring a bathroom on the 
main floor. 
• Walks and Rolls Active Transportation Plan HIA — This HIA was done in conjunction with 
the active transportation planning process being conducted by Alta Planning + Design 
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and resulted in health equity being discussed in the prioritization of infrastructure 
projects. The HIA was included as Appendix A of the plan and expanded the discussion 
from the typical concerns over safety and goals of promoting physical activity associated 
with pedestrian and bicycle plans to include access to transit, walking and biking routes 
to popular destinations, and improved design standards for those with disabilities. The 
HIA also included a fiscal analysis of the social, environmental, and health benefits of 
increasing participation in walking and biking; hot spot mapping of high priority areas 
for infrastructure improvements, and health related questions being included in the 
public survey and stakeholder interviews. The plan was adopted in November 2013 and 
is already being implemented in the form of plans for infrastructure improvements 
connecting Potts St. to Sloan St. in a historically African American and low-income 
neighborhood in town. 
(provided by Katherine Hebert via email attachment) 
Funding Sources and Sustaining HIA Programs in the United States: 
The primary funding source to date for HIA in the United States has been through grants. The 
CDC's Healthy Community Design Initiative is the only source of federal expertise established 
specifically to help states and communities integrate health considerations into transportation 
and community planning decisions. The Healthy Community Design Initiative supports the use 
of HIA by: 
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• From 2006 to 2012, funded and provided technical assistance for 34 completed HIAs. 
Many of these communities have voluntarily chosen to continue HIA activities after 
direct CDC support ended. 
• Funding six local, county and state health and planning departments in 2011 to conduct 
at least three HIAs a year for the next three years, and provide training and technical 
assistance on how proposed projects, policies, and state, tribal and local decisions can 
affect community health. 
• Funding an online course, developed by the American Planning Association and the 
National Association of County & City Health Officials, that explains the value of 
conducting an HIA and the steps involved in conducting an HIA. The site went live in 
2009, and as of 2012, more than 5,000 health and planning professionals have taken the 
course. 
• Developing tools for local health and planning professionals, including a transportation 
HIA toolkit. 
• Equipping health departments to build ongoing relationships with non-health sectors 
such as local governments or planning commissions to help communities build 
infrastructure that maximizes health overall. 
• Providing scientific expertise to promote important federal priorities like the National 
Prevention Strategy's focus on healthy physical environments. 
(Health impact assessment
- centers for disease control and prevention.2014) 
Additional grant funding and technical assistance can be found at: 
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• The Health Impact Project, a collaboration of the Robert Wood Johnson Foundation and 
The Pew Charitable Trusts http://www.healthimpactproject.org/ 
• Robert Wood Johnson Foundation http://www.rwjf.org  
• Active Living Research (RWJF) http://www.activelivingresearch.org  
• The Association of State and Territorial Health Officials http://www.astho.org/ 
• The National Association of City and County Health Officials http://www.naccho.org/ 
A Proposed Health Impact Assessment: 
A Medical Respite Facility for the Homeless (Hospital to Home), in Durham, North Carolina 
From 2011 to 2012, the homeless population in Durham, N.C. increased by 7%, from 652 
individuals to 698. Duke University Health System (DUNS) and community partners report an 
increase in both the number and frequency of encounters with homeless patients in the past 
year. Similar to findings across the country, Durham area community hospitals have become a 
revolving door system of health care for the homeless, often resulting in inefficient care, poor 
health outcomes and escalating costs for the health system. Health care providers along with 
homeless service and housing providers, city planners and administrators have determined that 
it is imperative to institute an integrated system of care between hospitals and the community 
to provide efficient, cost-effective care, while improving health outcomes. 
Because homeless people, by definition, do not have a home or a stable and safe living 
environment, they often find themselves sick with inadequate resources to recover on the 
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street, yet not sick enough to justify an extended stay in the hospital. Many communities 
across the country started establishing homeless medical respite facilities that offer sub-acute 
care services, allowing the homeless patient the opportunity to receive the necessary 
treatment and care following a hospital stay. According to the National Health Care for the 
Homeless Council, homeless patients discharged to a sub -acute care program experience 50% 
fewer hospital admissions within 90 days of being discharged as compared to patients 
discharged to their own care. In addition, medical respite programs demonstrate substantial 
cost savings for partnering hospitals. Programs that work with homeless patients while 
recovering at a respite facility to connect them with permanent and affordable housing also 
contribute to reductions in readmission rates and inpatient hospital stays. 
Performing an HIA for a proposed medical respite facility for the homeless population in 
Durham North Carolina will allow decision-makers and major stakeholders to make a more 
informed decision by understanding the potential health impacts of this proposed project on 
the Durham community. 
HIA Process: 
There are many variables in the way HIAs are conducted and applied, but there is fairly 
consistent agreement found in the peer-reviewed literature regarding the steps or stages of an 
HIA. The six steps are: Screening, Scoping, Assessment, Recommendations, Reporting and 
Monitoring/Evaluation. It is important to point out that these steps are fluid and although they 
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are generally followed in order, they can be returned to at any stage of the HIA process if 
needed. (See Appendix B) 
Screening: 
The screening step assesses the value, feasibility and utility of performing an HIA 
Value: 
• An HIA could establish stable and safe housing as a baseline healthcare intervention 
• Conducting an HIA for a medical respite facility would help to determine the benefits 
and drawbacks of such a project to meeting the needs of an underserved population in 
Durham N.C. 
• The potential health determinants that could be impacted by the proposed decision to 
build a medical respite facility for the homeless include: housing- accessibility, cost and 
safety, social support/isolation, voluntary group participation, social exclusion and 
inequality. There is also the potential to address behavioral risk factors. 
• The proposed time frame for conducting the HIA would be 12 months. Due to the 
scope, potential cost and multiple stakeholders of the proposed project, ample time 
should be given to allow a thorough review of the relevant information. 
Feasibility: 
There is currently not an official project planned regarding a medical respite facility in Durham, 
but there is a proposal that has been developed by a subcommittee of the Partnership for a 
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Healthy Durham. The Partnership for a Healthy Durham's Access to Care Committee 
established a subcommittee charged with working to address the particular needs of homeless 
individuals who are too sick for the streets or shelters. As a result of this group's work, the idea 
of conducting an HIA has been proposed to look at the need for better recovery care 
alternatives for the homeless population. The subcommittee has a number of members that 
would be willing to work on the HIA as well as recruit additional stakeholders. There is no 
actual funding at the moment, but the hope is to prepare an HIA proposal for submission to the 
Healthy Impact Project for possible funding in the future. 
Utility: 
Performing an HIA of the need for better recovery care alternatives for the homeless 
population would assist this committee and other community stakeholders in looking at the 
impacts to health of the homeless population if there were some degree of respite care 
available to them. It would also assist in determining what model of respite care would have 
the greatest chance of implementation and success. The results of the HIA have the potential 
to influence decision makers in Durham regarding funding for medical respite care for the 
homeless population in Durham North Carolina. 
Scoping: 
Determine potential significant health effects of the decision: 
• Increase in likelihood that homeless patients will have access to the resources necessary 
to recover successfully from a medical intervention 
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• Increase in overall health and life expectancy for the homeless population of Durham, 
NC 
• Decrease in both repeat visits to the ED and readmissions to the hospital 
• Increased exposure to and assistance with stable and affordable housing options 
• Increase in social interactions 
• Improvement in health outcomes for non-homeless patients due to better allocation of 
resources to health system patients 
Prioritize research questions with stakeholder and decision-maker input: 
The stakeholders for this HIA will be the homeless population, the Duke Health System, Durham 
City/County government, the Durham County Health department, mental health providers, 
homeless service and housing providers, the faith community and the Durham community. 
There are currently multiple groups and agencies working to address the needs of the homeless 
population and input from each of these groups would be required for the HIA to determine 
what the main objectives and optimal outcomes would be. Co-ordination of efforts is often 
problematic and an important research question would be what effect a medical respite facility 
may have on streamlining recovery, improving health outcomes and maximizing available 
resources for the homeless population. 
Identify evidence and research methods: 
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It will be important to collect both quantitative and qualitative evidence for the purposes of the 
proposed HIA. A good place to start when gathering evidence is from published literature, 
unpublished reports and administrative data gathered. The health system has access to 
medical information of the identifiable homeless patients that have utilized the health system. 
Information could be collected for the previous 12 month period regarding number of patients, 
number and reasons of admission and readmission, medical interventions and percent of 
homeless patients who have not received necessary medical interventions due to lack of a safe 
place to recover. A great deal of information can be provided by the agencies that work with 
the homeless populations, both quantitative and qualitative. Relevant information can be 
found through national resources that work directly with the homeless population as well as 
supporting evidence from medical respite programs nationwide. There is good data available 
as well as resources among the local stakeholders, who can help to collect, analyze and 
interpret this data. Prior to making a decision to proceed with the HIA it will be imperative to 
get confirmation from the different stakeholders that they are willing and able to allocate 
resources towards this effort during the 12 month period. 
Establish roles for assessors, stakeholders and decision-makers: 
The HIA core team would be comprised of the Hospital to Home for the Homeless committee, a 
subcommittee of the Access to Care Committee of the Partnership for a Healthy Durham. The 
Partnership for a Healthy Durham is a coalition of local organizations and community members 
with the goal of collaboratively improving the physical, mental, and social health and well-being 
of Durham's residents. Although this group clearly has an interest in this issue, they are a group 
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made up of representatives of many of the stakeholders for Durham and I believe could make a 
fair and impartial assessment based on the evidence. One of the team members is a PhD Nurse 
who works with Duke Medicine and has a strong research background and could lead the 
research, writing and analysis portions of the HIA. The remainder of the team has firsthand 
knowledge of the services available to the homeless population as well as relationships with the 
other stakeholders and decision makers. They could collect and assemble the information with 
input from the other stakeholders and decision makers and then present the findings allowing 
for a more knowledgeable decision regarding moving forward with a medical respite facility in 
Durham. 
The Hospital to Home subcommittee has representatives from Duke Medicine, Lincoln 
Community Health Center, Housing for New Hope, Allied Mental Health, CAARE house of 
Durham, the Durham County Health Department and Project Access of Durham. Other major 
stakeholders and decision makers would include the Duke Health System, Durham City/County 
Government, the Durham faith community, homeless and housing agencies, and the homeless 
population. As the HIA process progresses, additional input from other stakeholders may be 
required. 
Alternatives: 
There are a number of alternatives to building a medical respite facility that can be addressed 
as part of this HIA. The most obvious alternative would be to NOT build a medical respite 
facility for the homeless. Another alternative would be to assess the different sites and models 
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for medical respite. Different models, which have been implemented in varying degrees across 
the country, are offering medical respite to the homeless at already existing shelters, providing 
stays during recovery at hotels and motels, short-term apartment stays, extended hospital 
stays, transitional housing, nursing homes and assisted living facilities. 
Establish timeline: 
The proposed time frame for conducting the HIA would be 12 months. Due to the scope, 
potential costs and multiple stakeholders of the proposed project, ample time should be given 
to allow a thorough review of the relevant information. 
Assessment: 
Describe baseline conditions: 
The homeless population in Durham, like many places across the country, is experiencing 
increased use of the emergency department as their only option for health care, as well as 
increased readmissions within 30 days of discharge resulting in inefficient use of the health care 
system and escalating costs. People experiencing homelessness have high rates of physical and 
mental illness, increased mortality, and frequent emergency department visits and 
hospitalizations. Homeless people are 3 to 4 times more likely to die prematurely than their 
housed counterparts. Frequently homeless people are discharged from the hospital 
prematurely with care instructions that are difficult and often impossible to follow while living 
on the streets. In addition, lack of a stable home diminishes the effectiveness of any hospital 
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care received. In some circumstances, especially involving a needed surgery or medical 
intervention, the homeless person cannot receive the treatment because they do not have a 
safe and stable place to recover. (See appendix C —report from subcommittee on medical 
respite) 
• Homeless population denied necessary medical treatment (i.e.surgery) due to lack of a 
safe and stable home in which to recover 
• Homeless population over utilizing the ED with high rates of readmissions resulting in 
inefficient care, poor outcomes and escalating costs 
Characterize expected health effects: 
• Changes in positive recovery outcomes 
• Changes in readmissions and inpatient hospital stays 
• Changes in the likelihood of connecting homeless patients to safe, affordable housing 
and supportive services 
• Changes in the likelihood of homeless patients utilizing substance abuse programs and 
services and addressing behavioral risk factors 
• Addressing social exclusion and inequality 
• Changes in life expectancy 
Evaluate uncertainty: 
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It will be important to evaluate areas of uncertainty in research and long term health effects 
regarding the homeless population and the proposal to build a medical respite facility. There 
will be some quantitative data available through the Duke Health System and agencies that 
treat and support the homeless population. However, much of the data will be qualitative and 
subject to levels of uncertainty that will have to be taken into account. There are a number of 
confounders that can affect the health of the homeless population, especially higher levels of 
substance abuse and mental illness. This makes gathering relevant information more 
challenging. 
Recommendations: 
The purpose of the recommendation phase of the HIA process is to identify specific actions that 
could be taken to avoid, minimize or mitigate harmful effects identified during the course of the 
HIA or to maximize opportunities for a proposal to improve health. Since I am not actually 
performing an HIA, but rather describing the process and what might be expected if an HIA 
were performed on this project, I do not have any real recommendations at this time. There 
may be additional items that are identified during the HIA that should be added to the project 
proposal that would substantially improve health outcomes. 
The main purpose of the HIA is to provide an objective review of the impacts a project, 
proposal or policy may have on the health of that community, both good and bad. There 
should be a comprehensive review of both the positive and negative impacts this proposal 
could have on health outcomes and the recommendations should be impartial. It is important 
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to remember that recommendations are only effective if they are adopted and implemented, 
so at this stage it is especially important to involve the key decision makers in the process. 
Collaboration with decision makers may be the most effective way to ensure that 
recommendations are pragmatic and can be practically incorporated into the decision-making 
process. Recommendations should include plans for implementation which are transparent 
and measureable and includes opportunities for public participation(North American HIA 
Practice Standards Working Group, 2010) . 
Prioritize recommendations: 
Once recommendations have been determined, they could be prioritized based on several 
factors: 
• Scientific validity 
• Relevance to the community's concerns 
• Applicability within the regulatory/legislative framework of the proposal 
• Funding realities 
It is critical during the recommendations phase that the HIA team consults with the other major 
stakeholders such as those familiar with the project design, community members and other 
professionals. HIA recommendations are to assist decision makers in making educated 
decisions regarding how projects, programs and policies may improve or protect health, but are 
not the only consideration in the decision making process. These recommendations must be 
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weighed carefully with the political, economic, social and technical factors that are also relevant 
to the final outcome for the community. 
Reporting: 
Document the process, findings and recommendations: 
An HIA report should provide a transparent accounting on the HIA process and its findings and 
recommendations. It is important to identify all the participants, what their respective roles 
were in the HIA process and describe in detail the screening and scoping steps. This provides 
the opportunity to report in detail the scientific evidence that was available, how it was 
collected and analyzed, and to outline specific health outcomes and their significance. 
Communicating the findings to the stakeholders, decision-makers and the community as a 
whole are critical and it should be disseminated in a way that is understandable and available to 
what many times is a very diverse audience. 
Solicit and respond to stakeholder comments: 
Once the HIA process, findings and recommendations have been communicated and made 
publically accessible, there should be an appropriate amount of time allowed for formal public 
comment. Depending on the type and size of the HIA, this may be a short or long process. The 
most important criteria is that the critical stakeholders and decision-makers be given as much 
information as possible and allowed time to digest it, request clarification and provide 
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feedback. The feedback step is important as it allows the HIA findings to be reviewed and may 
lead to improvements of the recommendations. 
Communicate the findings and recommendations of the HIA: 
The final HIA report should document the following: 
• The nature of the proposal being assessed, including alternatives that were included in 
the analysis 
• The populations, subgroups, vulnerable populations and stakeholders likely to be 
affected and their involvement in the HIA process 
• Data sources and analytical tools used 
• Findings of each stage of the HIA and a summary of outputs at the end of each stage. 
Efforts to involve and inform decision-makers throughout the HIA process and a strong 
relationship between the HIA team and decision-makers are often critical to the success and 
effectiveness of the HIA. 
Monitoring: 
Monitoring, often in conjunction with evaluation, is the final stage of the HIA. This process 
tries to determine if the recommendations have been implemented and what changes in health 
indicators and outcomes may have occurred as a result of the implementation of the program, 
project or policy. Three typical types of evaluation done as a part of an HIA are: 
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• Process evaluation- considers whether the HIA was carried out according to the plan of 
action and applicable standards 
• Impact evaluation- seeks to understand the impact of the HIA itself on the decision-
making process or on the other factors outside the specific decision being considered. 
• Outcome evaluation- focuses on the changes in health status or health indicators 
resulting from implementation of the proposal. 
How and Why Health Impact Assessments should be used by Public Health Leaders: 
My interest in HIA was initially peaked during a presentation by Megan Gaydos, MPH from the 
San Francisco Department of Public Health. In her presentation, she referred to healthy public 
policy as an unrealized vision that requires collective action. She then outlined what makes HIA 
new and different: systematic process, holistic definition of health- determinants, behaviors, 
diseases, multiple effects, multiple methods, beneficial and harmful impacts, best available 
evidence, transparency, engagement with stakeholders and evaluation of alternatives. (See 
appendix D). She was describing a veritable treasure trove for an aspiring public health leader. 
Since that initial reference to HIA, I have attempted to learn more about the HIA process by 
attending the 2013 Southeast Regional HIA Summit in Davidson NC and by researching the topic 
for my master's paper. The initiation of HIA use in the United States began in 1999, and 
although there have been great strides made since that time, HIA is still in its infancy, providing 
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public health educators and leaders the unique opportunity to become engaged in a very 
meaningful way. 
The United States continues to outspend almost every other developed country in health care 
costs, yet lags far behind in life expectancy. Despite the large health related expenditures and 
major advances in medicine, many Americans are unable to achieve their full health potential 
(North American HIA Practice Standards Working Group, 2010). There is increasing recognition 
that many contemporary health issues are profoundly influenced by factors outside the 
traditional realm of health and health care. Factors such as literacy, poverty, employment, 
environment, and racism contribute to disparities in health outcomes as well as to health-
related quality of life. Concerns about these factors have led to a greater focus on "health in all 
policies" (Collins & Koplan, 2009). An HIA provides an innovative tool for public health leaders. 
Greater efforts should be made in public health education to include HIA as part of the 
curriculum for all public health education and public health educators and practitioners should 
become proactively involved in the continued development of HIA in the United States. 
One of the cornerstones of public health is preventing disease or injury. As our country 
continues to struggle with escalating health costs and unsatisfactory health outcomes, the role 
of public health leaders becomes even more critical. Two principal values historically important 
to public health practice are prevention and community (Baker et al., 1994). HIA estimates the 
effects of a specific action on the health of a defined population in order to improve the quality 
of public policy decision-making from a health perspective. Bringing health into all policies 
requires the collaboration of a number of different stakeholder and a variety of different 
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disciplines, many of which have not previously interacted with the public health community 
(Dannenberg et al., 2006) . One of the biggest stakeholders in any HIA is the community. 
Communities are made up of people, the people within that community, and no one 
understands the needs of a community better than the community itself. This is where public 
health leadership becomes critical to the success of conducting and institutionalizing the use of 
HIA. 
During my MPH practicum, I worked with the Office of Community Relations at Duke Health 
System with a specific concentration on homelessness as a public health concern. During the 
several months that I participated in different activities and worked with different stakeholders, 
I found that there are a multitude of very caring and dedicated people working on community 
health issues. I was pleasantly surprised at how much was really being done within the 
community to address the issues of access, quality of care and cost. One of the problems that I 
have identified is that with ever increasing need and decreasing resources, many worthy 
agencies and individuals have to do more with less. This can make collaborations difficult in the 
sense that each stakeholder comes to the table with their own set of expectations and needs. 
On some levels the expectations and needs are aligned and on others they are very much at 
odds. Leadership, and public health leadership, can make the difference between success and 
failure for these collaborations. 
Public Health Leadership competencies are the ability to create and communicate a shared 
vision for a changing future; to champion solutions to organization goals and community 
challenges and to energize commitment to goals. HIA is a component of the emerging 
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landscape of public health and therefore a natural next step for public health educators is to 
incorporate HIA into their curriculum. This will better prepare public health leaders to meet the 
challenges that currently exist with HIA implementation. Public health leaders have developed 
the core competencies of collaborating and partnering among organizations focusing on public 
health goals, identifying and articulating a vision and achievable mission, engaging in dialogue 
to learn from others to advance public health goals, demonstrating team building, negotiation 
and conflict management skills, demonstrating transparency, integrity and honesty in all 
actions, and applying social justice and human rights principles when addressing community 
needs. All of these competencies are perfectly suited to leading HIA efforts which will bring 
together people within a community from different backgrounds and experiences who are 
working toward a common goal. One of the concerns with HIA is objectivity and impartiality. 
Public health leaders, using their leadership skills in trans-organizational capacity and 
collaboration building present the perfect solution for addressing this concern. They are skilled 
in the facilitation and implementation of collaborative partnering strategies and can work 
across interdisciplinary lines to create an environment of objectivity and impartiality. 
There continues to be growing scientific evidence of the links between health and many 
economic, social and planning factors. This makes it imperative to evaluate the health 
implications of policy and planning decisions in order to protect the health of vulnerable groups 
and to eliminate health disparities by race, ethnicity and socioeconomic circumstances. Even 
with scientific evidence available, health effects are not systematically being incorporated into 
decisions regarding policies, programs, projects or plans (North American HIA Practice 
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Standards Working Group, 2010) . There are a number of reasons for this lack of health in all 
polices, some of which are the following: 
• Absence of mandate or funding to address root causes of health disparities or to access 
the health impacts of planned polices and decisions 
• Structural and administrative barriers to collaboration amount public-health, planning, 
and environmental-health professionals 
• Lack of coherence among governmental structures 
• Perception that health and health disparities are attributable to individual behavioral 
choices 
• Absence of inclusive and participatory mechanisms and processes for systematically 
integrating planning, public health and environmental health in decision making 
• Failure to enforce existing regulations to asses health implications of policies, programs, 
projects and plans 
US environmental policy explicitly requires the examination of health effects as part of NEPA, 
yet this is not being done in any kind of systematic or measureable way and public health 
experts are rarely involved in the process. Even when health effects are included in the EIS, 
they are unlikely to be considered in the final recommendations(North American HIA Practice 
Standards Working Group, 2010) . In the United States, there has been an ongoing discussion 
about including HIA formally into the EIS process as has been done to some degree of success in 
Europe and other countries. There are arguments on both sides, but it seems to boil down to 
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lack of knowledge by the Environmental experts on public health issues, public health 
personnel and resistance on the part of EIA agencies to invest time and money in routine health 
analysis. From the HIA side, there is also lack of expertise in the EIA process as well as concern 
that integrating health into the EIA may result in a narrow consideration of health effects. 
The two processes are similar in so many ways it is hard to believe that they could not be 
combined in a manner that would be successful. EIS looks at the possible effects a policy, 
program or plan would have on the environment and HIA looks at the possible health effects a 
policy, program or plan would have on the community. Health at the individual and population 
levels is shaped by a combination of things, one of which is the environment. Logically, any 
review of impacts a policy, program or plan would have on a community would look at both 
environmental and health effects. They are both intertwined and linking these two 
assessments would prevent duplication of efforts. 
The next logical step would be for the UNC Gillings School of Global Public Health to assemble 
an interdisciplinary team including representatives from Public Health Leadership, Public Policy, 
Health Policy and Management and City and Regional Planning, as well as identifying additional 
relevant members, to apply for a research grant to study HIA. This would present a unique 
opportunity to be integral participants in refining the guidelines for the HIA process and 
determining whether HIA should be incorporated into the EIS process of remain a stand-alone 
process. Another attractive outcome would be the Public Health Leadership Department 
developing a curriculum for HIA that could be used to further the education of Public Health 
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leaders and others in this discipline, resulting in an HIA certificate that could be earned through 
the School of Public Health as part of existing programs or as a separate certificate program. 
In conclusion, these are exciting, albeit, challenging times. Or stated another way, these are 
the best of times and the worst of times. The United States continues to lag behind many other 
countries in health outcomes and yet is the out-front leader in overall health expenditures. The 
United States is faced with a health care crisis that requires strong and informed leadership to 
move communities in the right direction. There is good news- The Affordable Care Act was 
signed into federal law by President Obama, and although not perfect, it is the most 
comprehensive overhaul of health care in the United States since Medicare and Medicaid. The 
ACA focuses on prevention which is truly the key to improving health outcomes for people and 
communities. HIA provides an innovative tool for Public Health Leaders to work across 
disciplinary lines and to collaborate with our communities. Public Health leaders have the 
unique opportunity to get in on the ground floor by leading the research and development of 
the educational component of HIA. What better way to train the next public health leaders 
than helping them develop the tools to put health into all programs, policies, plans, and 
projects. 
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5. Reporting: documents and 
presents the findings and 
recommendations to 
stakeholders and decision- 
makers. 
3. Assessment: involves a 
two-step process that first 
describes the baseline health 
status of the affected 
population and then assesses 
potential impacts. 
6. Monitoring and Evaluation: 
records the adoption and 
implementation of HIA 
recommendations, monitors the 
changes in health and health 
determinants, and evaluates the 
process, impact, and outcomes 
of an HIA. 
1. Screening: determines 
whether a proposal is likely to 
have health impacts and 
whether the HIA will provide 
information useful to the 






2. Scoping: establishes the 
scope of health impacts that 
will be included in the HIA, the 
populations affected, the HIA 
team, sources of data, 
methods to be used, and 
alternatives to be considered. 
/I 4. Recommendations: 
/suggest alternatives that could 
be implemented to improve 
health or actions that could be 
taken to manage the health 
effects, if any, that are 
identified. 
APPENDIX C: 
Information provided to me by Terry Allebaugh (Director, Housing for New Hope) in January 
2014. He is a member of the Hospital to Home respite care group. 
Coordinated Access to Care and Housing (CATCH) program proposal, developed by the 
Hospital to Home respite care work group, a working group of the Access to Care 
Committee of the Partnership for a Healthy Durham. Unpublished 
APPENDIX D: 
Information came from a Power Point presentation in my Health Inequality in the US class, 
taken Spring 2012. UNC Gillings School of Global Public Health, Chapel Hill N.C. 
Title: Intervention and Remediation Tools for Health Public Policy: Health Impact 
Assessment 
Author/Presenter: Megan Gaydos MPH 
San Francisco Department of Public Health 
UNC School of Public Health Videoconference 
March 29, 2012 
